Priapism is an undue and sustained erection in the absence of sexual stimulus. In the elderly population drug induced, thromboembolic and malignant aetiologies are common. This report demonstrates that in elderly demented patients, penile prosthesis should be considered in the differential diagnosis of such a condition. A plain X-ray of the pelvic region incorporating the penis could prove very useful, particularly in the absence of a proper history.
Introduction
Priapism is a sustained erection in the absence of a sexual stimulus. By far the majority of the cases are the result of a veno-occlusive event in the corporacavernosa, particularly due to pharmacotherapy. 1 Pain is a predominant feature, unless an arterial pathology is implicated, where there is a history of trauma present. In the elderly population along with the cause mentioned already, antipsychotic-medication, hyperviscosity syndromes and malignancies are some of the other factors implicated in the causes of priapism. With the increasing size of the elderly population, there however is a demented subgroup where proper history may not be available and the presence of a semi-rigid prosthesis must be regarded as one of the differential diagnoses in a case of priapism. We report an unusual case of priapism, which presented non-acutely and turned out to be a penile prosthesis in the process of erosion into the urethra in an elderly demented individual.
Case report
A 72-year-old male resident of a nursing home was referred to the on-call urology team by his GP, with the complaint of a nonresolving erection of 2 weeks duration with moderate pain. This patient had been a long-term sufferer of chronic obstructive airway disease (COAD), rheumatoid arthritis, non-insulin dependant diabetes mellitus (NIDDM) hypertension, Parkinson's disease and dementia. General examination was unremarkable. Penile examination showed a tender red and erythematosus glans, a firm or semi-rigid rather than a hard penis and the absence of any paraphimosis. Due to the painful nature a urethral catheter was inserted. Full blood count (FBC), urea and electrolytes (U&E), C-reactive protein (CRP) and glucose where all within normal range. Rectal examination did not reveal any prostatic abnormality and prostate-specific antigen (PSA) was normal for age. Attempted aspiration of the corpora for cavernosal blood was unsuccessful so was phenylephrine injection and the needle met with stiff resistance. Abdominal ultrasound revealed no abnormality. Penile-doppler ultrasound was performed which revealed echo-poor cavernosa with bright echogenic tubular areas in between suggestive of calcification within an infarcted corpus. It was thus reported as an (Figure 1 ) end stage irreversible infarction of corpora cavernosa. After discussion with the family, a decision was taken to manage the patient conservatively with pain relief and a suprapubic catheter. While he was still in hospital, awaiting discharge, his ex-wife visited his GP and told him that he had a penile prosthesis implanted 10 y previously in one of the regional hospitals. A straight film of the pelvis was requested, and this showed ( Figure 2 ) the shadow of the prosthesis, with metal clips anchoring them. He was discharged home. Two weeks later he was readmitted with erosion of the prosthesis through his urethra and subsequent extrusion.
Discussion and conclusion
In the case of elderly nursing home residents, proper history may not be available until a suitable time, as a sizeable number of the population can be demented. Priapism in itself is a urological emergency as its persistence beyond 24 h increases the chances of widespread smooth muscle necrosis and subsequent impotence. 2 Two types of priapism have been described, high-flow or arterial and low-flow or venous. In the case of venous=low-flow priapism, cavernosal blood gas analysis together with colourcoded penile Doppler ultrasound scan showing minimal arterial flow and distended corpora cavernosa clinches the diagnosis. 3 In this case inability to aspirate blood from the cavernosa together with extensive fibrosis on penile ultrasound was not corroborative of a low-flow priapism, hence in the absence of a proper history, a definitive conclusion was not possible. This case turned out to be one of a penile prosthesis in the process of erosion and extrusion. The Doppler finding of calcifications and a well organised tubular echogenic area within the corpora did not definitely resemble that of a penile prosthesis hence the straight X-ray of the pelvis showing the penile region did play a significant part in clinching the diagnosis. There has been a previous report of perineal pain caused by leftover rear-tip extenders from a removed penile prosthesis, which was discovered as a scout abdominal film. 4 Penile prosthesis if followed-up for more than 5 year will have a 5% re-operation rate for mechanical failure, 5 and in the case of demented elderly individuals it only complicates the picture.
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